Introduction
Although the study of suicidal behaviour may be a legitimate academic discipline, suicide prevention in practice is closely in terwoven with crisis intervention. It is evident that suicidal thinking and behaviour cannot be separated in any simple way from the many manifestations of personal crisis, disorganization and distress, and in any of these the idea of suicide need not even be overtly present. A narrow view of the term 'suicide prevention' would restrict its use to activities designed to rescue those who have actually made an attempt or to help those who have openly declared their intention to do so. In practice, no such narrow view is tenable, and any successful program of suicide prevention must be relevant to the broad range of social and personal crisis and distress. Stengel and Cook emphasize the 'appeal' character of attempted suicide (14) , and Farberow and Shneidman see suicidal behaviour as a 'cry for help' (5). Such views stress that suicidal behaviour occurs as part of a nexus of crisis and distress.
The ideal, ultimate and most generalized objective is that of primary prevention -the identification and eradication of the underlying biological, social and psycho logical determinants of all human malfunc tioning and distress. Whether, in the present state of knowledge, such a grandiose idea is even a valid concept is a matter for philosophical debate. Farber (3) in his Theory of Suicide conceives it as a function of a person's sense of competence and of an external threat to acceptable life condi tions. On the basis of this theory he pro poses various social interventions which could be expected to reduce the probability of suicide, and these range from changes in child-rearing practices to the rearrange ment of social goals and values.
Of more immediate and practical im portance is activity in the field of secondary prevention -crisis intervention activities, including case-finding, identification of pathogenic factors and mobilizing and applying proper social and medical re sources.
The System in General
All the complex systems for providing help to people requiring it are based on the assumption that they will somehow be identified, and indeed the effectiveness of many of the procedures depends upon the early identification and widespread coverage of affected cases. At present the systems for providing care depend upon mechanisms (more or less inefficient) for enabling dis tressed people to come forward and identify Vol. 18, No. 2 themselves as requiring help. It is becoming increasingly evident that in many respects this basic identifying process is defective.
The system is not integrated, and has de veloped in parts, which include the medical services (comprising the general practitioner, the psychiatrist and other specialists, hospi tal and emergency services), the various social agencies, private and self-help organ izations, religious organizations and the lawenforcement, penal and rehabilitative agen cies.
Crisis-Intervention/Suicide-Prevention Services
Within the general system, services of a new type have been developing in a variety of shapes and sizes. Whether they are called suicide prevention centres, crisis centres, distress centres or have some name chosen for its symbolic significance, they all have a strong family resemblance.
The common elements seem to be:
• A central role for immediate emotional support in a crisis, sometimes called by various names such as 'succorance' and 'befriending';
• Major reliance upon the telephone;
• Availability around the clock;
• Anonymity for the caller if he wishes it; • Use of trained and supervised volun teers; • Avoidance of prolonged or specialized care.
In 1906 the Salvation Army opened its first Antisuicide Bureau in London, England and the National Save-a-Life League was formed in New York. In 1947 the Neuropsychiatric Clinic of the University of Vien na began using lay workers for prevention and counselling against suicide.
In 1953 the first 'Samaritan' service was started by the Reverend Chad Varah in the City of London. There are now about 120 Samaritan branches in the United Kingdom, several on the Continent of Europe and others in such places as Hong Kong. The Samaritans have evolved a pattern of or ganization and administration which makes almost exclusive use of lay persons, and this has been copied by other services of similar type. They have also supplemented the tele phone service with face-to-face counselling or 'befriending', a technique which has not been so widely copied.
In 1958, in Los Angeles, the Suicide Pre vention Center was opened under the leadership of Farberow and Shneidman, and over the years, has developed as a major centre for research and training in this field. From this beginning there are now over 200 centres in the United States, where the federal government has also assumed a role, with its Centre for Studies in Suicide Pre vention of the National Institute for Mental Health.
In Canada the development in recent years has also been rapid and there are now over 50 centres across the country, but federal and provincial governments have so far been only minimally involved in this field.
Parallel with the development of the Street Clinics a number of 'Hot Lines' have come into being which provide help and advice to young people who are involved with drugs. Those Hot Lines which survive develop into more general services of the crisis-intervention/suicide-prevention type, largely because they actually fulfil a wider function than merely drug counselling.
Evaluation
How is it possible to evaluate the effec tiveness of this activity in regard to the purpose intended? The study of suicide should assume practical importance here, namely, in the evaluation of the effective ness of crisis intervention. In spite of all the drawbacks inherent in the collection of the data, rates of suicide and alleged suicide (13) do provide crude indices of personal distress. Self-damaging and suicidal be haviour reflect individual desperation and may legitimately be used as epidemiological variables which bear some relationship to mental health. Johnson et al. (8) in London, Ontario, have found that self-damaging be haviour is many times more prevalent than had been supposed. In the field of epi demiological studies, three 'contagion' models use suicide as the dependent variable. Kreitman and his co-workers (9) studied the spread of attempted suicide in what they called 'social networks' (the cluster of close relatives and friends of probands) and they found a higher than expected rate, which they had reason to think was not genetically determined. However, their conclusions are based on relatively small numbers of cases. Motto (10) , in a controlled study of news paper influence on suicide, found that during a 268-day newspaper blackout in Detroit there was a significant decline in suicide rates, and he felt that this supports the con tention that reduction of newspaper report ing would serve as a preventive measure. Farber (4), in his attempt to construct a comprehensive psychosocial theory of sui cide, uses the concept of a reciprocal rela tionship between a sense of competence and an environmental threat. In a further anal ysis of this he introduces the concept of 'succorance' and in a very interesting way he develops the idea that in certain communi ties there is a large number of people whose demands for 'succorance' from others is high but who, because of their diminished sense of competence, are themselves unable to provide much succorance. He postulates that this results in a decreasing capacity of the members of a social group to give each other support in the face of increased de mands, with a consequent rise in the suicide rate.
In all these studies suicide and attempted suicide are not considered in isolation but as results and indicators of psychological and social distress and crisis.
It has also proved fruitful to examine differing rates of suicide and attempted suicide in an effort to evaluate the effective ness of different parts of the crisis inter vention services of a community. In the United Kingdom circumstances have been particularly favourable for such studies, largely because of the peculiar circumstance that, during the period from 1963 to 1969, the rate for completed suicide in England and Wales fell from 12.0 per 100,000 to 8.9 per 100,000 -a drop of 26 per cent (7), although at the same time there was a wide spread increase in the number of suicidal attempts, especially among young males (1, 12) . What accounts for the drop in com pleted suicides? It is possible but unlikely that it may be partly due to different practices in reporting deaths, and a certain amount of decline is undoubtedly due to the increased efficiency in rescue and resuscitation procedures which reduce the lethality of many methods of suicide.
In addition it has been shown (7) that in the city of Birmingham a decline of 45 per cent in completed suicides appeared to be due to a reduction in deaths from domestic coal gas which, during the same period, had its carbon monoxide content reduced from 20 per cent to 2.5 per cent.
Does improved psychiatric treatment account for part of the improvement in the suicide rate? A study by Greer and Bagley (6) of patients presenting with deliberate self-poisoning or other self-injury showed that repeat suicidal attempts occurred significantly more often among patients who did not receive subsequent psychiatric treatment than among those who did, and that prolonged treatment was associated with the best prognosis. Do telephone services of the crisis inter vention/suicide prevention type help to prevent suicide? This question really in cludes two other questions:
• Do such services really reach a highrisk group, or do their callers mainly consist of low-risk patients who are appealing for help? This has been answered in a follow-up study by Barraclough and Shea (3) which showed that the clientele of five Samaritan branches had thirteen times the rate of completed suicide of the general population of comparable age and sex; that the risk is high in the first year after contact and very high in the first month; and that of all re- Two methods to find matched cities with no Samaritan service were used: the first was based on an 'ecological map', using four factors derived from 57 demographic, health, social and economic variables; the second on a rank ordering of cities by sex, age and class structure. For both control groups the average suicide rates were com pared with those of the Samaritan cities, and the correlation coefficients were also calculated. Bagley found that when using both control groups and both methods the comparison was significantly in favour of the 'Samari tan' cities. This type of study demon strates a probable relationship but says nothing about causal connections. For this a follow-up or cohort type of study is necessary.
Further Evaluation Needs Data Collection and Follow-up
All agencies providing crisis intervention services should systematize data collection and retrieval, and should use computer facilities for this purpose. It should also be considered an obligation for them to follow up their contacts to learn of their subse quent progress and to give especially close study to those who commit suicide (3).
Controlled Comparisons Within the System
Barraclough and Shea (3) showed that one of the Samaritan branches they studied seemed much better able to prevent or post pone suicide than did the others. This is a most interesting observation which invites further studies aimed at determining what factors make this kind of difference. Also, of all completed suicides only 4 per cent are Samaritan clients, while about twothirds are seeing a doctor. It is important to know whether this means that the Samaritans are better at preventing suicide than the doctors or whether one of several alternative explanations is more likely. Con trolled studies which compare different types of service and also different units supplying the same type of service should provide insight into the factors which are important in making crisis situations better or worse.
Controlled Experiments in Social Engineering
These include the introduction of special treatment facilities (in Bagley's study the services were not introduced as part of a planned experiment; instead he made use of an 'experiment of nature') and the in troduction of social and other services to special groups, for example, the elderly and those in marital conflict.
Scale or Profile for Identifying High-Risk Groups
Those working in this field need a scale or profile to enable them to recognize highrisk patients. Slater and Roth have proposed a list of twelve criteria, based on previous work by other authors and they have given a rough rule-of-thumb method of calculat ing the degree of risk (11). There is room for considerable refinement in this aspect.
Conclusion
Contrary to current belief, it is possible to study the effectiveness of various services in influencing the suicide rate, which in turn is an indirect measure of the effectiveness of these services in crisis intervention generally.
Summary
The interdependence of suicide preven tion and crisis intervention is discussed and the development of telephone crisis-inter vention/suicide-prevention services is de scribed. Studies of the effectiveness of various types of services are reviewed and discussed and suggestions made for future research.
